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I providerNUMBER 

l e n d e r s  ITEMS FINANCED 

TOTALOF COLUMN e MUST AGREE WITH THE SUM OF LINES 1e0 6 401. ENTRIESINCOLUMN4 must AGREE WITH THEBALANCE SHEET. ATTACH A COPYOF LOAN 
AGREEMENTS AND AMORTIZATION SCHEDULESFOR ALL LOANS OF S6,WO OR MORE IF NOT ALREADYsubmitted 
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EXCEL VERSION MS-2004 

I PROVIDER NUMBER II I 0 

DECREASES: 

EXPENSES PER SCHEDULEA. LINE 599. COLUMN 2 

WITHDRAWAL BY OWNERS NOT INSCHEDULE A 

TRANSFERS TO CENTRAL OFFICE 

DIVIDENDS PAID TO STOCKHOLDERS 

DEPRECIATION EXPENSE IN EXCESS OFSTRAIGHT LINE 

OTHER (SPECIFY) 

OTHER (SPECIFY) 

TOTAL DECREASES 

BALANCE AT END OF PERIOD - LINE 727,728, & 729, COLUMN 4 
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EXCEL VERSION MS-2004 

SCHEDULE G 

PHARMACY- drugs 

PURCHASE DISCOUNTS, RETURNS, REFUNDS &ALLOWANCES 811 SO SO 

OTHER SUPPLIES SOLD 812 SO SO 

PROGRAM REIMBURSEMENTS& TAX CREDITS 813 SO SO 

INVESTMENT/INTEREST INCOME 814 SO SO 

VENDING MACHINE REVENUE 815 SO 2 SO 

CHILD DAY CARE 816INCOME 
I I 

HOME HEALTH CARE REVENUE 

NON-NURSING FACILITY RESIDENTIAL INCOME 

OTHER (SPECIFY) 

TOTALS 

819 SO SO 

820 SO SO 

821 $0. SO 

822 SO $0 
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excelVERSION Ms-2w4 

I I providernumber 1
0 

SCHEDULEH(1) STATEMENTOF RELATEDADULTCAREHOME information 
851 W ANY OF THE OWNERS,RELATEDPARTIES OR employees HAVE INTEREST. DIRECTLY OR INDIRECTLY. IN 

ANY OTHER ADULT CAREHOME fac i l i ty  LOCATED INKANSAS (�KEPT MINOR STOCK OWNERSHIP. LESS 
THAN AS A PASSIVEINVESTMENTINUNRELATEDPUBLICLY HELD c o r p o r a t i o n  0YES c]NO 

1 
IF YOUR ANSWER Is NO. W NOT COMPLETE THE RESTOF THIS SCHEDULE. BUT GO TO schedule H(2). IF YOUR 
ANSWER IS YES. LIST BELOW ALL a d u l t  CARE HOME FACILITIES LOCATED INk a n s a s  WHICH AN INTEREST 
EXISTS OR THAT ARE UNDER COMMON CONTROLOR OWNERSHIP, a t tach  schedu leIF NECESSARY. 

(1) RELATED PROVIDERS NAME (2) MEDICAID PROVIDER# 
OWNERSHIP/management/directors(3) describe relationship 

862 

, a03 

864 

865 

IF PROVIDER ISA CORPORATION. IS IT A PUBLICLY HELD CORPORATION7 0YES 0NO 
IF YES, a t t a c h  A COPYOF THE ANNUAL REPORT TO STOCKHOLDERSAN0 A F O R M  1 O X  

SCHEDULEH(2)STATEMENT OF NON-RESIDENTRELATED activities 
INDICAE BELOW !F YOU PARTICIPATE INANY NON-RESIDENT-TED activit ies AT THEfacility FOR 
which H YOU ARE REPORTING. ATTACH AN additional schedule IF NECESSARY. 

HOMEHEALTHCARE =YES O N 02 (1) NON-RESIDENT (2) WERE ad jus tments  MADE ON schedule A 
RELATED ACTIVITY? FOR THIS A C T "  

I I 

CUED daycare =YES O N 0  =YES ON0 

ASSIST. living =YES U N O  0 - s  a m  

HOME DELIVEREDmeals =YES U N O  O Y E S  

=YES O N 0  

UNO 

OTHER (PLEASE SPECIFY) 

a Y � S  O N 0  

=YES O N 0  

=YES 0 . 0  
L 


,.., . 
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EXCEL VERSION 

+PROVIDER NUMBER 
. .  0 

SCHEDULE I FIXED ASSET, DEPRECIATION a AMORTIZATION QUESTIONNAIRE 
DOESTHEPROVIDERLEASEORRENTANYPART OF THEPHYSICAL , 

FROM ANY OTHER901 FACILITY ENTITY? ......................................................... =YES U N O  
902 IF YES, 00 ANY OWNERS OF THE PHYSICAL FACILITY HAVE AN INTEREST, 

DIRECTLYOR INDIRECTLY,INTHEPROVIDER? ......................................... 0=NO 

IF YES, PROVIDE THE OWNERSHIP INFORMATION REQUESTED BELOW.IF NO, GO TO QUESTION 913. 

DESCRIBE NATUREOF RELATIONSHIP WITH 
NAME OF OWNERSOF PHYSICAL FACILITY 46 OF OWNERSHIP PROVIDER. IF NONE, WRITE 'NONE 

905 


906 

907 


908 

909 
IF THE OWNERS ARE OTHER THAN INDIVIDUALS. READ AND FOLLOW THE INSTRUCTIONS FOR LINES 902-909 FOR 
COMPLEX CAPITAL STRUCTURES. 

HAVE COPIES OF ALL LEASE AGREEMENTS (INCLUDING AMENDMENTS) BEEN 
WITH COSTA911 SUBMITTED PREVIOUS REPORT? ............................................... 0YES 0NO 

IF NO, SUBMIT COPIES OF DOCUMENTS NOT PREVIOUSLY SUBMITTED 

912 DOESTHELEASECONTAINANOPTIONTOPURCHASETHELEASEDPROPERTY? 0YES 0NO 

913 IS THE PHYSICAL facility OWNED BY THE PROVIDER? ................................... =YES , 0NO 

914 	 IF OWNED,WASTHEPURCHASEAN ARMS LENGTHTRANSACTION? ................ D Y E S  I N 0  
(ATTACH A STATEMENT OUTLINING DETAILSOF THE PURCHASE) 

THE LINE METHODWAS STRAIGHT DEPRECIATION USED? ................................ =YES 0NO 
915 IF NO, HAVE USING THE STRAIGHTYOU RECALCULATED THE DEPRECIATION 

LINE METHOD AND MADEM EAPPROPRIATE ADJUSTMENTS TO THE 
EXPENSE ON EXPENSEDEPRECIATION REPORTED THE STATEMENT? ............ 0YES nNO 

DID YOU ATTACH A DETAILED DEPRECIATION SCHEDULE& WORKING TRIAL 
916 TO THISCOSTBALANCE REPORT? .................................................................... 0YES 0NO 

IF NO, SUBMIT COPIES OF DOCUMENTNOW 
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e x c e l  VERSION MS2004 

I PROVIDERNUMBER 

COMPLETE THECOST REPORT ACCORDING TO THE INSTRUCTIONS ANDa t t a c h  REQUIRED DOCUMENTS. 

1. HAVE TWO COPIES OF PAGE 16 BEEN PRINTEDAND SIGNED BY THE o w n e r  authorized AGENT AND THE p r e p a r e r  
2. ARE ALL COST REPORT SCHEDULES COMPLETE? 

3. ARE THE DISKETTES FORTHE COST REPORTAND THE CENSUS REPORT (AU-3902) ENCLOSED? 
PLEASE NOTE THAT YOU00 NOT NEED TO INCLUDEHARD copies OF THE COST REPORT 

4. ARE THE FOLLOWING DOCUMENTSa t t a c h e d  TO THE COST REPORT. IF APPLICABLE? 
(a) WORKING TRIAL BALANCEAND SUPPORTING SCHEDULESUSE0 TO PREPARE THE COST REPORT 

(b) d e p r e c i a t i o n  s c h e d u l e  

(c) CENTRAL OFFICE COSTSAND ALLOCATION SCHEDULES 

(d) LOAN AGREEMENTS AND a m o r t i z a t i o n  SCHEDULES (FOR LOANS OF$5.000 AND MORE) 

(e) d i s k e t t e  OF CENSUS SHEETS (AU-3902) 

(0 DOCUMENTATION OR RESOLUTION STATINGPERSON'S AUTHORITY TO SIGN DECLARATION 

STATEMENT IF NOT AN OWNER OR PARTNER 
(e) WORK PAPER FOR THERAPY EXPENSE a d j u s t m e n t s  
(h) COST ALLOCATION SCHEDULES FOR OTHER NON NURSINGf a c i l i t y  PROGRAMS 

Page 15 of 16 
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EXCEL VERSION M S 2 W  

DECLARATIONOF p r e p a r e r  

I HAVE COMPILED THE ACCOMPANYING COST REPORT. INCLUDING ACCOMPANYING SCHEDULES AND STATEMENTS PREPARED FOR 

FOR THE COST REPORT PERIOD BEGINNING 
0 0  

11011900 
AND TO THE BESTOF MY KNOWLEDGE AND BELIEF,IT IS TRUE. CORRECT, COMPLETE, AND IN AGREEMENT WITHR U E D  BOOKS 
AND FEDERAL INCOMEt a x  RETURN EXCEPT AS EXPLAINEDIN THE RECONCILIATION. THAT IHAVE r e q u e s t e d  ALL NECESSARYAND 
AVAILABLE MATERIAL AND THAT ALL MATERIAL TRANSACTIONS WITH OWNERSOR OTHER RELATED PARTIESHAM BEEN 
SUMMARIZED ON APPROPRIATE SCHEDULES. IUNDERSTAND THAT THIS INFORMATIONIS SUBMITTED FOR M E  PURPOSE OF 
DEVELOPING PAYMENT RATES UNDER THEKANSAS MEDICAID PROGRAM. I UNDERSTAND THAT ANY FALSE claimis STATEMENTS 
OR DOCUMENTS, OR CONCEALMENT OF MATERIAL FACT MAYBE PROSECUTED UNDER APPLICABLE FEDERAL AND/OR STATE LAW. 
p r e p a r e r s  SIGNATURE t i t l e  position DATE 

NAME (PRINT OR TYPE) 

p r e p a r e r s  ADDRESS (STREET, CITY, STATE,ZIP) PHONE # 

FAX # 

DECLARATIONOF OWNER; PARTNER; OR OFFICEROF THECORPORATION. CITY,OR COUNTY WHICH 
IS THE PROVIDER. 

I HEREBY CERTIFY THATI HAVE READ THE ACCOMPANYING COST REPORT. INCLUDING ACCOMPANYING SCHEDULESAND 
STATEMENTS AND TO THE BEST OF MY KNOWLEDGE AND BELIEF,IT IS TRUE, CORRECT. COMPLETE. AND IN AGREEMENT WITH 
RELATED BOOKS ANDFEDERAL INCOMETAX RETURN EXCEPT AS EXPLAINEDIN THE RECONCILIATION THATALL MATERIAL 
TRANSACTIONS WITH OWNERSOR OTHER R U E D  PARTIES HAMBEEN SUMMARKED ON APPROPRIATE SCHEDULES. I CERTIFY 
THAT NO MATERIAL OR informationI HAVE ACCESS TO WOULD PRODUCE FINDINGS CONTRARY TO THOSE IN THE 
ACCOMPANYING COST REPORT INCLUDING ACCOMPANYING SCHEDULES AND STATEMENTS.I UNDERSTAND THAT THIS INFORMATION 
IS SUBMITTED FOR THE PURPOSE OF DEVELOPING PAYMENT RATES UNDER THEKANSAS MEDICAID PROGRAM. IUNDERSTAND 
THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS.OR CONCEALMENT OFmaterial FACT MAY BE PROSECUTED UNDER 

FEDERAL STATEAPPLICABLE AND/OR LAW. ' 

SIGNATURE AND TITLE OF OWNER, PARTNER. OR OFFICEROF THE CORPORATION. CITYOR COUNTY WHICH ISTHE PROVIDER. IF 
PERSON SIGNINGIS NOT AN OWNER OR PARTNER. PLEASE ATTACH DOCUMENTATION ORA RESOLUTION SHOWING THEIR AUTHORITY 
TO SIGN. (UNLESS ONE HAD BEEN PREVIOUSLY SENT ANDON FILE) 
SIGNATURE t i t l e  position DATE 

NAME (PRINT OR TYPE) 

I 
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KANSAS MEDICAID STATE PLAN 

State of Kansas 

Department of Social 8 RehabilitationServices (SRS)I 


'Departmenton Aging (KDOA) 


INSTRUCTIONS FOR COMPLETING 
THE NURSING FACILITY 

FINANCIAL AND STATISTICAL REPORT 
(FORM MS-2004) 

PURPOSE 

Attachment 4.19D 
Part 1 

exhibit A-5 
Page 24 

The purpose of this reportis to obtain theresidentrelatedcosts incurred by nursing facilities (NF) and nursing 
facilities-mentalhealth(NF-MH) prov id ing services according to applicable state and federal laws, 
regulations, and qualityand safety standards. The regulationsgoverningthe completionof this r e p o r t  and NF 
reimbursement can be foundm the KansasAdministrative Regulations(KAR). Chapter 30.Part 10. 

s u b m i t t a l  INSTRUCTIONS 
1. 	 One blank Form MS-2004 on disketteNursing facility financial and Statistical Report will be sentby 

the Program and Poky commissiontoeach nursingfacility in the Kansas Medical Assistance Program 
before h e  end ofthe home'sreportingperiod. 

2. 	 Sendthecompletedform MS-2004andform AU-3903 (CensusSummary)foreachmonth of the ' 

reportingperiod on diskette. alongwith twoprinted and signedcopies of page16 of theMS-2004 to 
the following address 

KansasDepartmentonAging 
New England Building 
503 S. Kansas Avenue 


Topeka, Kansas 66603-3404 

Attention: Director, Nursing FacilityRate Setting 


3. A l l  inquires on completionof these forms should be directed to thedirector NF Rate Setting at (785) 
296-0703. 


GENERAL 
The cost reportis organized by the following sections and numberingschemes. 
each range are used. 

General Information 
ScheduleA, OperatingCost Center 
ScheduleA. Indirect Health Care Cost Center 
ScheduleA. Direct HealthCare Cost Center 
ScheduleA, OwnershipCost Center 
schedule A, Non-Reimbursable/Non-ResidentRelated Experm hems 
Schedule B. expense reconciliation 
Schedule C. Statementof Owners and Related Parties 

, 	 Schedule D. Statement Relatedto Interes... 
Schedule E,Balance Sheet 
Schedule F. beginning8 ending Residual Balance$ Reconciliation 
Schedule G, Revenue Statement 
Schedules H(l), Related ACH Info. andH(2). Non-Resident Related... 
Schedule I,fixed Asset, DepreciationB Amortiration questionnaire 
ScheduleJ. Employee Turnover Report 

Not all line numbers within 

Lines 1-99 
tines 101-199 
Lines 201-299 
Lines 301-399 
Lines401499 
Lines501599 
Lines601650 
Not Numbered 
Lines651-699 
Lines 701-750 
Lines751-799 
Lines801-850 
Lines 851-899 
Lines 901-950 
Lines 951-999 

1. 	 Completetheformsaccuratelyandlegibly.Any report that is incomplete OT is not legible shall be 
promptly returnedto the provider failureto submit a complete in suspensioncost report shall result 
of paymentuntil the completecost reportis received 

2. Allamounts must be rounded to the nearest dollar and sum to the total. 

Instructions 

MS-2004 (Rev. 8/02) Page 1 
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3. DO NOT add lines to the forms Use o t h e r  lines for resident relatedexpensesnot designatedon 
the expense Statement ScheduleA Attach a scheduleif necessary. 

4. DO NOT cross out or retitle lineson the forms. DO NOT indude more than one amount perl ie.  If 
more than one amountor journal enby is combined. submit an attachmentwith explanation. The 
attachment should be indudesubtotals.sorted by cost report line number and should 

5. 	 Enter the ten (10)digitSRS provider number on page1 and inthe blank space provided at the top of 
each schedule. DO NOT use yourfederal numberassigned by theDept of Health8 Environment 

6. 	 Use the accrual method ofaccounting inreporkg financial data. Revenues are reported inthe period 
when e. incurred, not when paid.and notwhen received.and expenses are reported when 

7 .  Estimatesof revenuesand expenses are not acceptable. 

8. 	 Allcost reports,historical or projected.mustbeforaperiod of 12 consecutivemonthsexcept as 
providedin KAR 30-10-17.Providerswho tiled a projectedcost report mustHe a historical reportfor 
the projectionperiod and a historicalrepodforthe first calendaryear following the end of the projection 
period. 

9. 	 All calendar year cost reports shall be received by the agencyno later than the dose of businesson 
the lastworking day of February. All other historical cost reportscovering a projectionstatus period 
shall be received by the agency no later thanthe dose of business on the last working dayof the 
second month after thereportingperiod ends. The provider may request a one monthextension of 
the due date by submitting the requesth writingto the address h the submittalinstructionswithin the 
time period allowed for Wig the original cost rem The extension will be granted if the agency 
determines that the provider has shown good cause. NOTE: IF A COST r e p o r t  IS r e c e i v e d  
AFTERTHE DUE DATEWITHOUTANAPPROVEDTIME EXTENSION. THE p r o v i d e r  IS 
SUBJECT TO THE PENALTIES SPECIFIED INKAR 30-10-17. 

10. 	 EachNFMF-MHmustmaintainadequateaccounting and/or statistical records Inadequate record 
keepingiscause for suspension of payments. KAR 30-10-1%. If non-NF/NF-MH programexpenses 
have been commingled with the NF or NF-MH, see the instructions for provider adjustments on 
ScheduleA, expense Schedule. 

11. 	 Reimbursementrates(perdiem)for N F  The per diem rate of reimbursementfor those facilities 
participating in the KansasMedi i  assistance program is based on the reportedcosts and resident 
daysasadjustedbyadeskreviewofthecostreportandpaymentlimitations. Eachcostreportisalso 
subjectto a field audit period upon which the per diem rate wasto arrive at a final settlement for the 
based. 


1 2  	 KANSAS administrat ive REGULATIONS Copies of the regulations goymiby NF Kansas Medical 
assitancereinbursementmaybeobtainedatacostbysendngarequestDeparmentAging 
to the address given in the, submittalinstructions NOTE: SINCE THE REGULATIONS MAY BE 
CHANGED. THEp r e p a r e r  OF THE COST REPORT SHOULDCAREFULLY rev iew THE MOST 
RECENT VERSION PRIOR TO COMPLETING THE FORMMS-2004 FOR SUBMISSION. 

13. 	 NURSING FACILITIESattachedTO HOSPITALS A nursingfacilitythatis attached01associated 
with a hospital andshares expendituresshall submit thecost report (MS-2004). census sheets (AU
3902). and the following Medicare schedules. W/S A. A-6. A-8. B Part I and El.Also indude the 
working Irk11 balance that indudesboth thehospital and the long-term unit. A'- processwill 
be run using thestatistical informationfrom WIS 5 1  and the net expenses for cost allocation from 
Column 0 on W/S B Part 1. This dlprovide theindirectlong-term areunit costs Basedon the long 
term care cost to net expense ratio.each departmentcost will be allocated BD the appropriateline of 
the cost report The total cost reported on the cost report should equal the long-term care t o t a l .  
Column 25, on W/S B Part 1. . 

Instructions 
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Lines 11-20: Complete these lines as indicated on the report form. 

Lines 21-25: Checkonlyone box 

Line 21 	 Check if the cost data is for the calendar year report period and does not 
includeany portionof a projection period. 

Line 22 Applies to projected cost reports for new providersthat am not occupying 
a newly constructad facility. 

Line23Applies	only to projected cost reports related to newlyconstructed 
facilities. If a provideroccupies anewlyconstructed facility they should 

I. check this box 

Line 24 Applies to providersfiling historicalcost reportsfor the same period as 
thew projectionyear or the Myear of operation for a change of provider 

l ine 25 , Applies only toproviders in the process of converting from the projection 
the report period indudes a portionperiod to the calendar year and of the 

projection period 

Lines 26-32: 	 Checkonlyone box Check the type ofbusiness organization which most accurately 
describes your providerstatus or explain on lime 33, Other. Limited Liability Companies 
should check the box mat matches their declaration tax purposes. 

NF and NF-MH: 

Lines 4343d 	e n t e r  number of licensed NF or NF-MH beds under the BED COUNT column Then 
calculate and record the numberof bed days at thatbed count multiply the bed countby 
the number of calendar days this countis maintainedsee examplebelow tf a change in 
the number of beds has occurred during the reporting period show the increase or 
decrease, the dateof the change,the new bed count and thebed days atthat count 

Example of Bed Days calculation: 
Assume a homeof 20 bedswas increasedon July 1 to 25 beds. the numberof bed days 
for the period would be determined asfollows: 

January 1 to June 30- 181 days x 20 beds = 3.620 bed days 
July 1 to December 31- 184 days x 25 beds= 4.MK) bed days 

bed days for period 

Line 45: Record the bed count as of the ending date of the cost report period. 
Line 46: Total Bed Days-Record thesum of the BED DAYS AT THIS COUNT column from lines 

43-43d. 

Page 3 
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l ine 48: 	 TotalResidentDays - The total numberofresidentdaysshall be determinedin 
accordancewith KAR 30-10-28. A residentday means thatperiod of service rendered to 
a residentbetweenthe census-takinghours ontwo successive days andall other days for 
which theproviderreceives payment either full or partial, for any Kansas Medii1 
assistance or non-kansasMedicalAssistaticeresidentwho was “of htherad i i(W30
10-la). f both the admission and discharge occuron the Same day, it shall count as a 
residentday. tf the providerdoes not make refundson behalf of a residentfor unused days 
in thecase of death or discharge, andif the bed is available and actuallyused by another 
resident these unused daysshallnot be counted as aresidentday. Amy beddays paidfor 
the resident before an admission date shallnot be counted asa residentday. The total 
residentday countfor .thecost report period shall be accurate. An estimate of the dawsof 
care provided shall notbe acceptable The total residentdam must agree with the 12 
month totalas submitted on the disketteof the Form AU-3902. 

Day care and daytreatment shall resident day foil8 hours of service:be counted as one 
The recipients of day care/treatmentshall be listed on the monthly census summary 
diskette of the Form (AU-3903) with the numberof hours reflectedon theappropriate day 
column. 

Occupancy Percentage: Agency staff will determinethispercentage. 

l ine Ma: 	 TotalKansas MedicalAssistanceDays - Enter the total number of KansasMedical 
Assistancedays reportedon the diskette of the form AU-3902. Partial, aswell as full paid 
days must be included (pleasereferto KAFt 30-10-28). 

Line 4 8 b  Total MedicareDays - Enterthe t o t a l  Medicaredays in the report period. 

OTHER FACILITY BEDS: 

Lines 4 9  	 Assisted Living/Res.Care - Enterthenumber of bedsfor assisted livingandresidential 
healthcare. If a changein the numberof bedsoccurredduring the reporting period. show 
the increase or (decrease) and the dateof the change. Attach a schedule if additional 
space is neededto show all changesm the numberof licensed beds. 

Line 5 0  	 UnlicensedBeds - Entarthenumber of unlicensedbedsLe.. apartmentswithin the facility 
If a changeinthe number of beds occurred during the reporting period show the increase 
or (decrease)and the date of the change. Attachaschedule if a d d i t i o n a l  space is needed 
to show all changes in the numberof licensedbeds. 

Line 51: 	 Enter the totalnumberof other residentialdays with shared NF/NFMH cost^. The tom1 
other residential daysmust agree with the 12 month totalas submatad on the disketteof 
the Form AU-3903. 

l ine  5 2  Check the appropriatebox regardingW i r e  certified beds 

Line 5 3  	 Please indicate if the facility is a hospital based longterm care (LTC) facility or a free 
standing facility. 

Insmaions 
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SCHEDULE A - EXPENSE STATEMENT 

Attach a copy of the working trial balance used to prepare the cost report. 

Total Annual Hours Paid -Column 1- Enter the totalhours paid to the employees oneach of the salary lines 
for the reporting period. Employees shall be reported on the appropriate salary line for their position 
classification. 

Per B o o k  or FederalTax Return- Column 2- Reportthe expenses reflected in the accountingrecords under 
the appropriatecost center (i.e.. Operating. Indirect HealthCare, Direct Health Cam, Ownership and Non-
Reimbursable). Thetotal of all the expenselines (Column 1- Line 599) shall reconcile to the incometax 
return and/or the accounting records. 

Provider Adjustments- Column 3- Enter the necessary adjustmentsto the expensesreported in Column 2 
that are not resident-related according in theto the regulations and/or offset expense recoveries repotted 
Revenue Statement, ScheduleG. Attach a scheduleif necessary. 

Resident RelatedExpense - Column 4 - Enter the differencebetween Column 2 and Column 3. Please 
complete Column 4even ifno adjustments were madeinColumn 3, except for limes 501 through514. 

State Adjustment/Adjusted Resident Related Expenses- Columns 58 6 - Leave blank-FOR 
AGENCY USE ONLY 

Expense Lines 

General: All costs shall bereported on the designated expensel i s .  if all expense classificationsare not 
addressed, report the amount onthe l i e  and in the cost thatmost nearlydescribes the expense.
For example. telephone e r n e  is includedin the Operating cost center. Therefore, the expense for 

telephone linesto the nurses' station shall not be reported inthe direct of indirect HealthCare costcenter. 
See specific line instructions A LINE DESIGNATED FORfor mom detail. DO NOT CROSS OUT OR USE 

A PARTICULAR TYPEOF EXPENSEFOR SOME OTHER TYPE OF EXPENSE. 

The specific instructions which follow. do not cover each l i e  * t e r n  of the expense statement but are 
designedc o v e r  items that may require additional explanationor examples. 

All Salaries - lines - 101-104.201-213, and 301-306.- salariesare compensationpaid for personal services 
thatwere reported to the internalRevenue Service (IRS). These limes. plus the owner/relatedparty 
compensation limes. shall reconcile b your IRS 941 Reportforms as adjusted bybenefits or other bonuses. 

Each facility musthavea full time licensed administrator.Non-owner/related party administrator 
compensationshall bereported on l i e  101. owner/related party administrator compensation shall be 
reportedon line 121. Ahospital-based long term care unit, underjurisdiction ofa hospital administrator 
mustreportapercentageoftheadmimistratorssalaryonline101,andthesalarystaffpersonserving 
as anassistent administratoron line 102. Salariesand benefits OF the administrator andco-administrator 
paid as centat office costsshall be reported on l i e s  101,102, and 119. 

Report the salaries of the Direct Health Cam Cost Center personnel on the most appropriate 
classification for lines 501306. In the Indirect Health Cam Cost Center, lines 205-210, am for 
reporting salariedemployee therapists. DO NOT REPORT CONSULTANTS ON THESEl i n e s  

Employee benefits- Lines 119.219. and 319-Allocate employee bene- to the benefitlimes m each cost 
center based on the percentageof gross salariesor the actualamount of mensa incurredin each center. 
Employee benefits,if offered to substantiallyall employeesmay include but are notl i m i t e d  to: 

1) employers share of payroll taxes 

MAR 1 a 2003 
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2) State and federal unemploymentcontributions 
3) Workers' compensation insurance 
4) Group health andlife insurance 
5 )  Employee"noncash' gats 
6)  Moving/relocationexpenses 
7) Employee retirement plans 
8) Employeeparties - except alcoholic beverages 
9) Profit sharing 

10)Physicalexaminations 
11) Malpractice insurance thatspecifilly protects employees.This shall be* i l l y  identifiedon 

the insurancebill from the agent 
12)Employee uniforms 
13)EmployeeMeals 

Employee benefitsshall not include: 

1) Employee cash bonusesandlor incentiveawards -these payments shallbe considered additional 
compensationandbereported on salarylines. , 

2) Benefitsgivento ownerrelatedparties - these bermtits shall be reportedon the owner/relatedparty 
employee benefits lines (125.225. 325). 

Employee benefitswith restrictionsindude: 

1) Employee benefits offered to select non-owner/relatedpaw employees shall bereported as a 
benefit inthe cost center inwhich the salaryis reported. 

Contracted Labor - l i n e s  230 and 330.These linesshall be usedto report all contract labor forservices 
that wouldnormally beprovidedby employeeslisted in the cost center. 

Consultants - l i n e s  231-238. and 331. Consultingfeespaid to relatedpattiesaresubject to the 
restrictions ofKAR 30-10-la andKAR 30-10-23b (c)and (d). 
Report fees paid to professionally qualifiednon-salariedconsultants. Listthe titles of consultants reported 
on l i e  238. 

Owners and Related Party Compensation- l i n e s  and 321. - R e c o d  theamount earned and 
reportedto IRS for owner/relatedparties. In orderto be allowed. the compensation must be paid within 75 
days afterdose of the cost report period. fhe amount reported mustbe in agreementwith entries made 
in Schedule C. Compensation may be included in allowable cost only to the extent that it represents 
reasonable remunerationfor managerial andadministrativefunctions professionallyqualifiedhealth care 
servicesotherservicesrelatedtotheoperationofthenursingFacility,andwasrenderedconnection 
with residentcare. All compensation paid to an owner/relatedparty shall appear on the appropriatel i n e s  
above regardlessof the label placedon the services rendered(See KAR 30-10-24): 

other - lines 181and 281- "Other or blank lines have been providedin the operating and indirect health 
carecostcenters Typesexpensesenteredontheselinesshallbeidentifiedandapplicabletothecost 
center unless further restriced Attad, a schedule to the cost report Failure to do so can cause 
unnecessary delayinthe processing of your cost report 

Management Consultant F e e s  - Line 131- Report fees paid to non-relatedparty management consultants. 
If the management servicescompany is owned or controlled by the companyor persons that own or 
control the facility, actualcost of the management company be repork! as central&e costs and/or 
ownets compensation. See insbudionsfor reportingcentral office costs- lime 151. 

Allocation of Central office Costs - Line 151 - All providers with more thanonefacilityand p o o l e d  
administrativecosts shall report allocatedcos& on lime 151. All facilities. including!he central & I ,  must 

instructions 
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